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ABSTRACT: This study examined data from a larger project on the cultural context of 
first birth among low-income women of Mexican origin giving birth in Los Angeles. 
Data on knowledge of cesarean birth and perceptions of the cesarean birth experience 
were collected. In  addition, differences in perceptions of the experience between 
women giving birth vaginally and those giving birth by cesarean as reported in the 
literature were assessed. Five hundred eighteen women were surveyed, of whom 58 
had a cesarean birth. Statistical analyses revealed few significant differences between 
the two groups with regard to childbirth knowledge and attitudes, which may indicate 
that Latinas are different from the Anglo women discussed in the literature. In their 
postnatal assessment, 28 percent of the women giving birth by cesarean reported dis- 
satisfaction with the experience, the majority regarded cesareans as “normal, ’’ and 11 
percent thought they were at an advantage to have had cesarean births. These results 
suggest that cultural beliefs and attitudes may affect a woman’s perceptions of the 
childbirth experience. The findings discussed here have implications for  cross-cultural 
research on childbirth for childbirth educators and for  health care providers working in 
multicultural settings. 
Introduction 
The national increase in the cesarean birth rate has 
been accompanied by growing popular and profes- 
sional literature reporting a difference in women’s 
perceptions of vaginal and cesarean births. Satis- 
faction with the childbirth experience is reported to 
be significantly lower among women delivering by 
cesarean (1- 10). These women tend to view their 
births as abnormal and having social stigma (6). 
They are also unlikely to have positive perceptions 
of the experience and consequently are more likely 
to report feelings of failure, anger, depression, fear, 
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resentment, guilt, self-blame, inadequacy, and dis- 
appointment (1 1). 
It has also been suggested that cesarean birth in- 
terferes with initial mother-infant bonding. Ac- 
cording to a study conducted by Marut and Mercer 
(6), mothers having cesarean delivery were less 
likely to have named their infants when interviewed 
48 hours postpartum. In other studies women 
giving birth by cesarean have been reported as less 
likely than women giving birth vaginally to breast- 
feed their infants (9,12). 
Yet, in contrast to these findings, Bradley, Ross, 
and Warnyca (13) reported no significant differ- 
ences between levels of anxiety, depression, or at- 
titude toward the infant between women giving 
birth vaginally and those giving birth by cesarean, 
although the latter were more dissatisfied with the 
method of delivery. 
The conflicting findings in the literature may be 
attributed to the instruments used and the types of 
questions asked (13,14). The findings may also be 
complicated by the timing of interviews (15). Inter- 
views conducted in a hospital setting may be too 
early and reflect a woman’s desire to provide par- 
ticular responses in that setting; interviews con- 
ducted at home at a later time may reflect more 
positive perceptions. Furthermore, women who 
give birth by cesarean are affected by extreme fa- 
tigue, pain, and discomfort (16). Thus, the reported 
differences between women based on type of de- 
livery may merely reflect medical factors relating to 
the surgical birth and the subsequent postoperative 
period. An additional factor appears to have been 
overlooked, however; that is, the cultural context 
of birth. The findings reported in the literature may 
be complicated by a bias toward a predominantly 
Anglo, well-educated, middle-class sample who 
have particular expectations for childbirth and who 
are likely to express dissatisfaction when these ex- 
pectations are not met. Culture is rarely explicitly 
mentioned in the majority of studies, particularly 
with regard to cesarean birth. Failure to consider 
this can be taken to mean that either culture is irrel- 
evant, or that everyone believes and behaves in ac- 
cordance with the dominant Anglo culture, which 
tends to be viewed as the norm. The anthropolog- 
ical literature has long drawn the connection be- 
tween childbirth and culture (17-21). It is the cul- 
tural context that defines the norms that influence 
knowledge, attitudes, beliefs, expectations, and 
perceptions about the childbirth experience. It has 
been shown that lower socioeconomic groups are 
most likely to maintain traditional beliefs and be- 
haviors (22). 
This paper describes data from the UCLA Birth 
Project. Although the project focused on the cul- 
tural aspects of pregnancy and childbirth among 
low-income women of Mexican origin in Los An- 
geles and not specifically on cesarean birth, ques- 
tions were asked that are appropriate to an analysis 
of cesarean birth among these women, and that 
suggest hypotheses for future research. 
Methods 
Selection of Subjects 
From July of 1981 through September of 1982, 291 
low-risk primiparous women of Mexican origin 
giving birth in two Los Angeles hospitals were in- 
terviewed once in the last six weeks of pregnancy 
and again during their postpartum hospital stay. 
This group is referred to as the longitudinal sample. 
All eligible patients from county clinics serving 
these hospitals and in the hospitals’ prenatal clinics 
were interviewed. No private patients were in- 
cluded in order to control for lower socioeconomic 
status. Women who had a previous pregnancy that 
went beyond 20 weeks were excluded from the 
sample on the grounds that they would have had a 
previous birth experience similar enough to term 
delivery to bias their perceptions. To meet the low- 
risk criteria, women with more than three prior 
abortions (either induced or spontaneous) or who 
had major complications of pregnancy (e.g., dia- 
be tes ,  hypertension, multiple fe tuses ,  and 
eclampsia) were excluded. Those who developed 
complications after the initial interview at 34 or 
more weeks’ gestation were retained in the sample. 
Another 227 women who met the study criteria 
were interviewed only in the postpartum period, al- 
though relevant questions from the prepartum 
questionnaire were asked. This group is referred to 
as the postpartum sample (Table 1).  All women who 
met the study criteria during the data-collection pe- 
riod were asked to participate. Although the post- 
partum sample was not located in the prenatal 
clinics, all but four women reported they had re- 
ceived some prenatal care elsewhere. 
Data on the medical aspects of labor and de- 
livery were abstracted from each woman’s medical 
chart. There were few statistically significant dif- 
ferences between the longitudinal and postpartum 
samples, so the total sample of 518 women is dis- 
cussed except when differences between the two 
are of importance (23). 
Procedures 
The prenatal interviews were conducted in hospital 
clinics by a team of trained Spanish-speaking inter- 
viewers. Interviewees were in the thirty-fourth 
week of pregnancy or beyond. The postnatal inter- 
views were conducted 24 to 48 hours after delivery 
for the women who delivered vaginally and 48 to 96 
hours after delivery for those who gave birth by ce- 
sarean. 
Measures 
First a series of open-ended questions was asked 
about childbirth in general; for example, “What 
comes to mind when you think about labor and de- 
livery?” A second series of open-ended questions 
Table 1. Sample 
Longitudinal Postpartum 
Prepartum Postpartum Only 
Total identified 406 372 237 
Interviewed 372 29 1 227 
Declined 34 1 10 
Not located 
postpartum 74 
Not interviewed* 6 
Total cases 
for analysis 291 227 
* Neonatal death ( I ) ,  delivered at another hospital (5). 
was specifically about cesarean birth; for example, 
“Have you heard about cesarean sections?”; 
“What do you know about cesarean sections?” 
The women were also asked, “Of every 100 preg- 
nant women, how many do you think have c sec- 
tions?’ ’ 
The second part of the analysis was conducted 
postpartum and permitted comparison between the 
women giving birth by cesarean and those giving 
birth vaginally. The two groups were compared 
with regard to reports of their preparation for birth 
and prior experience with birth, including atten- 
dance at childbirth education classes. Specifically, 
the women were asked two questions: “Did you 
read or see anything about what birth will be like?” 
and “Did you attend any classes on childbirth?” 
73~0 standardized scales, the maternal attitude 
toward pregnancy instrument (MAPI) (24) and the 
Spielberger state anxiety scale (25), were employed 
since they have been used previously with Latina 
populations. Two items on the MAPI (“Most 
women know how babies are born” and “Most 
women are unprepared for the birth of their first 
child”) tested knowledge about childbirth. Re- 
sponses on the Spielberger state anxiety scale after 
delivery were compared for the two groups of 
women. Comparisons were also made on responses 
to the women’s postpartum semantic differential 
describing their childbirth experience and their as- 
sessment of their infants. Word pairs on the se- 
mantic differential for women included fast/slow, 
easy/difficult, bad/good, sick/healthy, pleasurable/ 
sad, passive/active, beautifulhgly, calm/excitable, 
familiadstrange , humorous/serious , and respon- 
sible/irresponsible. Word pairs on the semantic dif- 
ferential for infants included small/large, beautiful/ 
ugly, sickly/healthy, calm/fussy, happy/sad, 
drowsy/alert, easyldifficult, boringlinteresting, 
quiet/noisy, weaklstrong, slow/fast, hot/cold, and 
soft/hard. The groups were also compared with re- 
spect to how much time they spent with their infant 
and how satisfied they were with this amount of 
contact, 
Last, the women who gave birth by cesarean 
were asked a series of open-ended questions to 
elicit specific information on their perceptions of 
the cesarean birth experience; for example, “What 
did you think when they told you you needed to 
have a cesarean?”; “How would you describe your 
feelings about having had a cesarean?” A compar- 
ison to the women who gave birth vaginally could 
not be undertaken since these women were not 
asked to describe their childbirth experiences more 
specifically. 
Results 
Ninety-five percent of the total sample of women 
were born in Mexico. More than one-fourth had 
been in the United States less than one year, and 82 
percent had been in the United States seven years 
or less. Eighty-five percent expressed a preference 
for receiving explanations in Spanish. Therefore, 
the sample represents newly arrived women who 
are still likely to be familiar with and influenced by 
the traditional beliefs and practices of Mexican cul- 
ture while faced with American cultural pressures, 
practices, behaviors, and lifestyles. 
Fifty-eight of the 518 women studied gave birth 
by cesarean (11% of the total sample). This per- 
centage compares with the 12 percent primary ce- 
sarean section rate reported for 1980 (26). 
Table 2 lists some characteristics of the women 
experiencing a cesarean birth as compared to those 
giving birth vaginally. When these characteristics 
are compared, only age differs significantly be- 
tween the groups. The mean age of women giving 
birth vaginally was 20.9 years compared with 22.6 
years for those giving birth by cesarean (P 0.016). 
The women who participated in this study had 
very limited knowledge about childbirth, particu- 
larly with regard to cesarean birth. When inter- 
viewed prepartum there was no specific mention of 
cesarean birth by the longitudinal sample in re- 
sponse to the question, “What comes to mind when 
you think of labor and delivery?” When these 
women were asked the second open-ended ques- 
Table 2. Characteristics of the Women Studied 
(longitudinal and postpartum samples combined) 
Vaginal Birth Cesarean Birth 
Demographic f%) f%) 
Variables (n = 452) (n = 58) 
Born in Mexico 94 97 
Years in the United States 
Less than 1 26 25 
Less than 7 82 82 
Married 64 60 
Single 35 39 
Mean age (yrs) 20.9 22.6* 
Baby was planned 58 60 
Desire for more 
than 1 child 84 84 
Attended childbirth education classes 
No 87 78 
Yes 13 22 t 
Marital status 
* P < 0.05. . 
f P < 0.10. 
tion about concerns during labor and delivery, only 
7 percent mentioned cesarean birth. 
In response to the question asking if they had 
heard about cesarean sections, 77 percent of the 
452 women responding answered affirmatively; 
only 21 percent claimed not to have heard about 
cesareans. Table 3 lists the responses of 279 women 
to the question, “What do you know about ce- 
sarean sections?” asked before delivery of the lon- 
gitudinal sample only. The open-ended responses 
were coded into six categories: 1) the baby’s not 
coming out right, or incorrect position of the baby; 
2) a cesarean is an operation done to take out the 
baby; 3) cesarean is a dangerous procedure, per- 
formed when the birth is difficult; 4) failure to make 
progress in birthing; 5 )  pain or ugliness of the pro- 
cedure; and 6) cesarean is only done when neces- 
sary for the mother or the baby. The most frequent 
response referred to the baby’s not coming out 
righthot in the correct positionkan’t have a normal 
delivery (41%). Knowledge of cesarean section as 
an operation was reported by only 25 percent. 
Two hundred sixty women in the longitudinal 
sample responded to the question, “Of every 100 
pregnant women, how many do you think have c- 
sections?” The modal response was 50 cesarean 
births per 100; the mean response was 25 per 100. 
The second part of the analysis revealed no dif- 
ference between the women who gave birth by 
cesarean and those who gave birth vaginally in 
response to the question, “Did you read or see 
anything about birth.” In each group, a little more 
than half of the respondents (55%) indicated that 
they had read or seen something about birth. Yet 
Table 3. What Do You Know About Cesarean Sections? 
(asked of longitudinal sample only) 
Response 
Number 
(n = 279) % 
115 41 
69 25 
13 
They aren’t coming out right 
Baby’s not in the correct position 
Very big baby 
Transverse/breech/the head is not up 
Baby is not breathing 
Can’t have a normal delivery 
Operation done to take out the baby 
It’s dangerous 
When it’s a difficult birth 
When the woman is narrow 
No progress 
Nothing is happening 
The baby isn’t coming out 
Done only when necessary for the 
1 37 
1 26 9 
Painfulhgl y 19 7 
baby or the mother 13 5 
with regard to attendance at childbirth education 
classes, 22 percent of the women who gave birth by 
cesarean had attended such classes compared to 13 
percent of those who delivered vaginally. While not 
statistically significant (x2 = 3.35; df = 1 ;  P 0.067), 
the difference approaches significance and could be 
regarded as a trend to explore in future research. 
Indeed, in response to two items on the MAPI, 
women giving birth by cesarean clearly showed 
they were more knowledgeable about childbirth. 
These mothers were more likely to agree with the 
statement, “Most women know how babies are 
born” (x2 = 11.177; df = 3; P 0.01) and more likely 
to disagree with the statement, “Most women are 
unprepared for the birth of their first child” (x2 = 
7.375; df = 3; P 0.06), which may indicate in- 
creased knowledge and preparation as acquired in 
childbirth education classes. Attendance at these 
classes was significantly related to the number of 
years a woman had lived in the United States. The 
longer a woman had lived in this country, the more 
likely she was to have attended such classes ( t  = 
Although not highly significant, the overall post- 
partum anxiety score was higher for women who 
gave birth by cesarean (t = - 1.87, P 0.062). When 
interviewed postpartum, the two groups showed a 
significant difference in their responses to only 
two items on the Spielberger state anxiety 
scale. Women giving birth by cesarean reported 
themselves to be less calm (x2 = 9.665; df = 3; 
P 0.0216) and less rested (x2 = 13.00; df = 3; 
P 0.0046). They were also more concerned about 
possible misfortune (x2 = 6.968; df = 3; P 0.07). 
While this is not a significant difference, it is a pos- 
sible trend in the expected direction given that 
these women had just experienced a surgical birth. 
Minor differences were reported in response to 
two pairs of words in the semantic differential for 
the infant scale items: “beautifulhgly” (x2 = 
12.90; df = 6; P 0.04) and “weak/strong” (x2 = 
11.26; df = 5; P 0.08), with cesarean mothers re- 
porting their infants as uglier and weaker. There 
was no relationship between women’s attitude to- 
ward their infants and difficulty of labor and de- 
livery, as indicated by the number of complications 
and the likelihood of having a cesarean (27). 
Self-reports revealed that women giving birth by 
cesarean spent significantly less time ( t  = 7.85, 
P 0.01) with their infants than did those who gave 
birth vaginally (mean 4.7 vs 7.5 hours; mode 0.0 vs 
9.0 hours). More than half of the cesarean mothers 
were satisfied with the amount of time they had 
with their infants, although 31 percent expressed 
-2.28, P 0.025). 
some dissatisfaction, saying they would have liked 
more time. In comparison, 74 percent of the women 
delivering vaginally were satisfied with the amount 
of time they had with their baby, and only 17 per- 
cent expressed a desire for more time. This was a 
significant difference in satisfaction with the 
amount of time the women spent with their infants 
(x2 = 9.113; df = 2; P 0.01). 
Although 82 percent of the women interviewed 
prenatally planned to breastfeed, those giving birth 
by cesarean were less likely to have initiated 
breastfeeding at the time of interview (x2 = 21.71; 
P 0.001) (28). 
The 58 women giving birth by cesarean were 
asked to describe their experience in a series of 
open-ended questions 48 to 96 hours postpartum. 
To the question, “What did you think when they 
told you that you needed to have a cesarean?”, the 
two most frequent responses were “afraid for the 
baby” (39%) and “relief/glad it’s over” (31%). 
Only 12 percent were angry or blamed the doctor or 
hospital. 
In describing their feelings about having had a 
cesarean birth in comparison to their expectation 
for a vaginal birth, 53 percent reported that they felt 
the cesarean birth was normal-they just could 
not have a vaginal birth. Twenty-eight percent ex- 
pressed disappointment. Eleven percent regarded 
themselves as lucky; they thought vaginal births 
were harder. Only eight percent described them- 
selves as feeling bad, having failed, or guilty (Ta- 
ble 4). 
Discussion 
Although the literature indicates a significant dif- 
ference between women who give birth vaginally 
and those who give birth by cesarean in their as- 
sessment of the childbirth experience, we question 
the applicability of these findings to all ethnic 
groups based on our study of a group of low- 
income women of Mexican origin in Los Angeles. 
Although the power of this study was small, it 
suggests that cultural beliefs and attitudes affect 
perceptions about the childbirth experience, partic- 
ularly cesarean birth, and thus should be consid- 
ered in future research. 
The participants in this study had very limited 
knowledge about childbirth (28). This was espe- 
cially true with respect to cesarean birth. Although 
the women claimed to have heard about cesareans, 
it was not mentioned as a concern. 
Attendance at childbirth education classes and 
knowledge about childbirth events appears to be 
the most interesting difference between the two 
groups. The women who gave birth by cesarean 
Table 4. Feelings About Having Had a Cesarean Birth 
(asked only of women in the postpartum sample who 
experienced a cesarean birth) 
Response 
Number 
(n = 57) % 
Normal, just couldn’t have a vaginal 
birth 30 53 
Disappointedhost the birth experience 16 28 
Lucky, a vaginal birth is harder 6 11 
Bad/failed/guilty 5 8 
were more likely to have attended childbirth educa- 
tion classes, although the sample as a whole did not 
indicate much participation in such classes. While 
these classes are offered throughout Los Angeles, 
they are geared to a Caucasian, educated, middle- 
and upper-class population, and are rarely attended 
by Latina women. Nurses working in the post- 
partum area of one of the hospitals where this study 
was conducted were interviewed in August 1985 as 
to their perceptions of how different ethnic groups 
assess vaginal and cesarean births (29). Some of the 
nurses reported, “Mexican women don’t attend 
these [childbirth education] classes . . . they get 
what they need to know from other women” (29). 
Transmission of childbirth knowledge from woman 
to woman is documented in the anthropological lit- 
erature (20,30); however, there are undoubtedly 
other reasons why childbirth education classes are 
not popular among Latinas. Our pilot work re- 
vealed their inability to attend these classes be- 
cause of employment, the location and time of 
classes, the availability of their partner to accom- 
pany them, as well as fear of childbirth (28). Lan- 
guage did not appear to be a factor since even when 
the classes were offered in Spanish, few women at- 
tended. It may also be that among Mexican women, 
discussing childbirth with strangers is considered 
improper until after a woman has had her first 
child. 
It is not clear why the more knowledgeable 
women had cesarean births, although we speculate 
that communication with health care providers may 
have played a role. The women who attended 
childbirth education classes had lived in the United 
States longer, probably spoke more English, and 
may have complained or even asked for a cesarean 
if labor was perceived to be prolonged. During our 
labor and delivery observations of over 100 women 
in the pilot study for the UCLA Birth Project, we 
noted that women who spoke less English were less 
assertive, communicated less, had less interaction 
with the hospital staff, and appeared to receive 
fewer interventions. The hospital staff may uncon- 
sciously have postponed a decision to perform a 
cesarean, allowing more time for a vaginal birth to 
occur. This is an area for further research to deter- 
mine if it is an artifact of this study or if it is borne 
out in other samples. 
The women giving birth by cesarean regarded a 
cesarean birth as “normal” (53%) or even regarded 
themselves as “luckier” than women who give 
birth vaginally (1 1%) since they perceived a vaginal 
birth as being harder. In fact, the women in this 
study expressed a high degree of concern about 
pain at delivery with high levels of pain at delivery 
expected (3 1 ) .  These positive perceptions of ce- 
sarean birth clearly contrast with the assessment of 
Anglo women reported in the literature. This may 
be due in part to Mexican women’s fear of child- 
birth; a cesarean birth may be perceived as helping 
a woman to escape the pain expected in a vaginal 
birth. Our labor and delivery observations in the 
pilot study for the UCLA Birth Project lend further 
support to this positive view of cesarean birth. 
Many women expressed the feeling that when labor 
was too difficult, a cesarean was an alternative, and 
some actually requested a cesarean. Those who 
were discouraged with their labor and the pain also 
tended to expend less effort in the second stage of 
labor. 
Furthermore, because cesarean birth is reported 
to be more common among upper classes (32), 
these lower-class Latinas may actually view having 
a cesarean as a “status symbol.” Although the high 
modal response of 50 cesarean births per 100 preg- 
nant women to the question on the frequency of ce- 
sarean births may reflect some confusion over the 
question, it may also be related to lack of knowl- 
edge about cesarean births, or the perception that 
cesarean births are normal and are to be expected 
in high numbers. 
Any significant differences between the two 
groups with regard to the items on the Spielberger 
state anxiety scale and the semantic differential 
measurements may be a result of postoperative 
factors rather than an actual difference in the as- 
sessment of the childbirth experience. Pain, dis- 
comfort, reactions to medication, and the inability 
to function normally after surgery may have af- 
fected responses to the questions that were asked. 
It is interesting to note that the women giving birth 
by cesarean reported themselves to be less calm 
and more concerned about possible misfortune. 
This may reflect a concern over economic issues, 
since cesareans are more costly, particularly if they 
were self-pay patients. Recovery after the cesarean 
birth might also be a concern if the woman had 
plans to return to work. However, the fact that the 
interviews were conducted at a later time than most 
of those reported in the literature might account for 
the lack of significant differences between the two 
groups. 
It was evident from the data that the women 
giving birth by cesarean spent significantly less 
time with their infants. This type of delivery delays 
the initiation of mothering behavior, which may 
have long-term effects (33,34). Although the 
women who gave birth by cesarean were less likely 
to have begun breastfeeding by the time of the in- 
terview, this is more likely a reflection of hospital 
policies and practices that often separate cesarean 
mothers from their infants, as well as the contrain- 
dication of nursing due to maternal fever or the ef- 
fects of drugs taken after surgery, rather than a 
conscious failure on the part of the new mother to 
initiate mothering behavior. Scrimshaw, Engle, Ar- 
nold, and Haynes (23) reported that the women in 
this study who spent more time with their babies 
were also most likely to breastfeed. As there was 
no relationship between prepartum breastfeeding 
plans and type of delivery, the amount of time 
spent with the infant emerges as an important con- 
sideration in breastfeeding. The anthropological lit- 
erature supports this finding, since breastfeeding is 
encouraged in the traditional Mexican and Mex- 
ican-American family (20,30). 
In conclusion, cesarean birth among women of 
Mexican origin in Los Angeles did not appear to be 
an unsatisfying, psychologically negative experi- 
ence. Although some mothers described their 
feelings in negative terms (specifically, fear) over 
half perceived a cesarean as a normal way of birth- 
ing; 1 1  percent felt lucky to have had a cesarean, 
while 8 percent reported feeling bad, guilty, or that 
they had failed. 
The cultural context of cesarean birth must be 
understood. In the United States where diverse 
ethnic groups use the same medical system, it 
should not be assumed that all groups of women 
have the same knowledge and expectations re- 
garding childbirth or view cesarean birth nega- 
tively. Our study suggests that cesarean birth may 
not be negatively perceived by all groups of 
women. A cesarean may not necessarily be consid- 
ered a threat, and the psychological response to 
this type of delivery may therefore be more posi- 
tive. Consequently, satisfaction with the birth expe- 
rience and initiation of mothering behavior may not 
be diminished by women experiencing a cesarean. 
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